
rigor was sometimes below, rarely, if ever,
above normal.
There were no marked physical signs;

apparently less respiration in right back
than would be expected.
Possibly a souille, or something like one,

over the right ventricle and to the right of it.
Recovery very slow. Now, Nov. 27th

(7^ months), about house, though not fully
able to go up and down stairs.
Dr. Calvin Ellis, who saw the patient

with Dr. Gotting, and agreed with him that
the supposition of an embolus gave the
most satisfactory explanation of the pecu-
liar symptoms, said that the symptoms
which particularly attracted attention at
the time of his visit were those connected
with the last attack, viz., the severe rigor,the rapid pulse, the marked dyspnoea and
the normal temperatura. These, with the
previous attack of dyspnoea and pain in the
right side, appeared to indicate some thora-
cic disease. But the absence of any conside-
rable cough, or heat of skin, or of other signsof ordinary acute disease, was so striking as
to lead to the supposition that something
unusual would be found. The examination
of the chest was necessarily brief and not
so thorough as was desirable. It showed
perhaps some deficiency of respiration in
the right back and a possible soft souille
over the right ventricle, but nothing marked,
nothing which could properly bo regarded
as an explanation of the symptoms.
Nevertheless, this absence of physical

signs was of tho greatest value, as it ena-
bled us to exclude certain ordinary diseases,
and seek for some other lesion which could
give rise to the great dyspnoea, quick pulse,
and rigors, with normal temperature. If
we review the history of the case, we find
that the first attack of pain in the side was
contemporaneous with thrombose of the
femoral vein, and that the evidences of the
latter were still clear at the time when the
symptoms above mentioned manifested
themselves, if, now, we compare these
symptoms with those noticed in embolism of
the pulmonary artery, wo see a striking cor-
respondence. Dr. B. Kohn, in his mono-
graph on embolism (Berlin, 1860), says :
" If we can exclude anaemia and stenosis of
the pulmonary artery, and can at the same
time discover the source of an embolus and
have the signs of the accident in the shape
of rigors, sudden dyspnoea, &c., the diag-
nosis of emboli is hardly to be doubted, and
rarely erroneous."
The testimony bearing upon certain symp-

toms which are absent is equally strong.
He says : " Cough and expectoration are

very rare with simple emboli," and " if
the latter do not excite inflammation they
cause a lowering of temperature." After
enumerating many symptoms connected
with obstruction of the circulation, he says:
" These may be absent, however, even
when emboli are of largo size." One more

quotation indicates the great value of sud-
den dyspnoea and the difficulty of diagnosis.
" With the exception of tho single pheno-
menon of sudden dyspnoea, with a complete
power of distending the chest, there is no

symptom which may not occur in connec-
tion with other diseases of the heart and
lungs."
Dr. J. B. S. Jackson spoke of a case re-

ported by Dr. Ellis at a previous meeting,where the main trunk of the pulmonary ar-

tery was found to be plugged up, and yet
there had been no symptoms during life.
He had seen other cases where there had
been embolisms of large arterial branches
without any symptoms being called forth.
Ho thought that it might almost be stated
to be a law of pathology that like causes do
not produce like effects.

Bibliographical Notices
The late Dr. John Conollg, ofHanwell, Eng-
land. By Chas. A. Lee, M.D.
This pamphlet is reprinted from an article

in the Practitioner for August, and is a eu-

logy upon the life and labors of Dr. Conolly,who died in 1867. The name of Conolly is
properly associated with those ofPierce and
Tuko, as advocates of tho non-restraint sys-
tem in the care of the insane. They were
all hospital superintendents and demon-
strated the possibility of a general disuse
of mechanical restraint at their own peril,
in their own institutions, and in tho midst
of an unbelieving and ignorant age. All
honor to their personal devotion to their
work which rendered such results possible !
Notwithstanding these results, which

seem so perfect when reflected in the writ-
ings of enthusiastic admirers, absolute
non-restraint in tho care of the insane is
out of the question. The point is not whe-
ther a devoted manwith all desirable assist-
ance can manage a hospital without re-

straint, but whether it is in all cases best
for the individual ; and whether public sen-
timent and hospital regulations shall total-
ly disarm a physician of an appliance which
ho may deem essential to the life, or recove-
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ry of his patient. Restraint through fear
of insane violence is seldom used, and when
required, seclusion instead of personal re-
straint is the rule ; but seclusion or restraint
will in some form be demanded while in-
sanity is what it is.
In spite of former and existing abuses

of mechanical restraint, it will be found
to bo the almost universal opinion of hos-
pital superintendents, that it is often neces-

sary and beneficial. The proportion of
cases requiring it is small, no doubt. One
per cent, is about tho proportion, at the
Boston Hospital for tho insane. Here the
camisole alone is used, a long sleeved apron
of drilling which keeps tho arms folded.
This is used by some at night only, by
some while at large in the wards, and by
others who require confinement to bed for
a time. To disuse restraint, or substitute
seclusion as is too often done, in these föw
cases, would bo to overlook abuses, run

risks, and lose chances of improvement.
No number of attendants, no amount of free
air, and exercise, could take the place of it.
Public opinion here, is not quite so tyran-

nical as in England. It is subject to spasms
of suspicions and excitement, and certain
impracticable theories are from time to time
held up for the general admiration. We
have no system of private asylums how-
ever, and no feudal traditions of family au-

thority. The individual has a fair chance
even in what are called " relics of barbar-
ism"—that is, hospitals for the insane ! Tho
son of a distinguished advocate of non-re-
straint in England, recently confessed that
he was so hampered by the traditions of his
father's theories, that his patients frequent-
ly suffered by it.
It is not desirable to argue the questionof non-restraint here since it has been fully

and freely discussed, in the light of modern
experience, and it is unnecessary to go
back to Conolly's work at Hanwell. If the
public would seek information where it is
on record in the journals of mental science,
instead of accepting the views of inexperi-
enced theorists, or taking tono from sensa-
tional novelists, more correct opinionswould
prevail. Even Charles Reado is learning
moderation, and confesses to want of dis-
crimination and to prejudice on this subject.
It is hard to convinco one of the superi-

ority of seclusion over the mechanical re-
straint, who has seen tho frequent deaths
from delirium trcmens in the " dumb cells "
of some of our public institutions give placo
to invariable recovery on substituting per-
sonal restraint. One might as well expect
to manage delirium treinens in all cases by

moral suasion as to control all forms of in-
sanity in the same way. Cerebral disease
destroys the receptivity of the mind entire-
ly at times, and stimulates to a violent mo-
tor activity which encourages and perpetu-
ates itself. Enforced quiet will give op-
portunity for nourishment, for the quietingaction of remedies, and for the soothing
effects of good nursing. Excitement may
sometimes be left to run itself out, but thelast wane of nerve force often runs out
wjth it.
For these reasons we regret a too sweep-ing commendation of the non-restraint sys-

tem. Let this question bo discussed in a

spirit of scientific criticism—without the
heat of partisan controversy, or of indis-
criminate philanthropy. Dr. Lee may be
excused for not dwelling upon tho excep-
tions to the humane rule advocated by
Conolly. His eulogistic notice, also, com-
mends the plans for hospital construction of
this lamented alienist. Tho noble county
asylums of England, with their extensive
farms and fine locations, arc monuments to
his memory. T. W. F.

A Report of the Surgical Cases treated in
the Army of the United States from 1865
to 1871. War Department, Surgeon Gen-
eral's Office, Washington: 1871. Pp.
296.
In this document, Dr. George A. Otis, of

the Surgeon General's office, has given us
a resume of the returns mado by the medi-
cal officers of the army, so far as they re-
late to Burgical matters ; it is especiallyrich in the description of gun-shot wounds.
The whole report includes 1037 cases, beingthe most interesting cases selected from an

aggregate of casualties numbering over
60,000. The document not only lays before
us examples of interesting cases, but it calls
the attention of members of the medical
staff to the importance of more fully inves-
tigating and recording cases presentingpoints of value in medical science.
We notice that Cundurango has been

subjected to trial, at the request of the
Surgeon General, by Surgeon Norris, of
Washington. His report bears out the
testimony of surgeons in civil life that tho
drug is absolutely worthless for the pur-
poses claimed for it. We are glad to note
a quiet reproof of the unwarrantable part
taken by the State Department in pullingthis remedy. The mention of Cmidurango
closes thus :—" If the verdict is that antici-
pated by pathologists whoso powers of
analogical reasoning do not permit them to
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